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Emergency Supply of PoM at Patient’s Request'

The Medicines (Products Other Than Veterinary
Drugs) (Prescription Only) Order 1983, as
amended, allows exemptions from the Pre-
scription Only requircments for cmergency supply
to be made by a person lawfully conducting a
retail pharmacy business provided:

(a) that the pharmacist has interviewed the person
requesting the prescription-only medicine and is satisficd:
(i) that there is immediate nced for the prescription-
onty medicine and that it is impracticable in the cir-
cumstances to obtain a prescription without undue
delay;
(ii) that treatment with the prescription-only medicinc
has on a previous occasion been prescribed by a doctor?
for the person requesting it;
(iii) as to the dose which it would be appropriate for
the person to take:
(b) that no greater quantity shall be supplied than will
provide five days’ treatment except when the prescription-
only medicine.is:
(i) an ointment, cream, of preparation for the relief of
asthma in an aerosol dispenser when the smailest pack
can be supplied;
(ii) an oral contraceptive when a full cycle may be
supplied;
(iiii) an antibiotic in liquid form for oral administration
when the smallest quantity that will provide a full course
of treatment can be supplicd;
(c) that an entry shall be made in the prescription book
stating:
(i) the date of supply:
(ii) the name, quantity and, where appropriate, the
pharmaceutical form and strength;
(jii) the name and address of the patient;
(iv) the nature of the emergency;

I ———

. For emtergency supply at the request of a doctor see
Medicines, Ethics and Practice, No. 11, London, I"har;

maceutical Press, 1993 (and subsequent cditions as’

available).
2. The doctor must be a UK-registcred doctor.

(d) that the container or package must be labelled to show:

(i) the date of supply;

(i) the name. quantity and, where appropriate, the

pharmaccutical form and strength;

(iii) the name of the patient;

(iv) the name and address of the pharmacy;

(v) the words ‘Emetgency supply’.
(¢} that the prescription-only medicine is not a substance
specifically excluded from the emergency supply
provision, and does not contain a Controlled Drug speci-
ficd in schedules 1. 2, or 3 to the Misuse of Drugs Regu-
1ations 1985 except for phenobarbitonc or phenobarbitone
sodium for the treatment of epilepsy: for details see Medi-
cines, Ethics and Practice, No. 11, London, Phar-
maceutical Press, 1993 (and subsequent editions as
available).

RoYAL PHARMACEUTICAL SOCIETY'S GUIDELINES
(1) The pharmacist should consider the medical
consequences, if any, of not supplying.

(2) The pharmacist should identify the patient by
means of documentary evidence and/or personal
knowledge.

(3) The doctor who prescribed on a previous
occasion should be identified and contacted, if
possible. .

(4) The patient should be asked whether the doc-
tor has stopped the treatment.

(5) The patient should be asked whether any
other medicine is being taken at the same time to
check drug interactions.

(6) An emergency supply should not be made if
the item requested was prescribed previously
more than six months prior to the request. Vari-
ations may be made in the case of illnesses which
occur infrequently, .g. hay fever, asthma attack,
or migraine.

(7) Consideration should be given to providing
less than five days’ supply if this is justified.

(8) Labelling should be clear and legible and there
should be some suitable identification of emerg-
ency supply entries in the prescription book.

Plasma concentrations in the BNF are expressed in mass units per litre (c.g.
mg/litre). The approximate equivalent in terms of amount of substance units

(c.g. micromot/litre) is given in brackets.

Approximate Conversions and Units

F

kg stones mL fl.oz
0.45
091
1.36
1.81
227
272
3.18
3.63
4.08
4.54
4.9
5.4
5.90
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S OB RN N -
O EA W -

-
R A

Mass

1 kilogram (kg)
1 gram (g)

1 milligram (mg)
1 microgram

1 nanogram

Volume

1 litre

1 millilitre
1 pint

Other onits

1 kilocalorie (kcat)

1000 kilocalories (kcal)

1 megajoule (MJ)

1 millimetre of
mescury (mmHg)

1 kilopascal (kPa)

= 1000 grams (g)
000 milligrams (mg)
000 micrograms
= 1000 nanograms
= 1000 picograms

= 1000 millilitres (mL)
= 1000 microlitres
=~ 568 mL

= 4186.8 joules (§)

= 4.1868 megajoules (MJ)
= 238.8 kilocalories (kcal)

3.3 pascals (Pa)
5 mmHg (pressure)
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Controlled Drugs and Drug

Dependence

PrescripTions. Preparations which are subject to
the prescripiion requirements of the Misuse of
Drugs Regulations 1985, i.c. preparations spe
fied in schedules 2 and 3, are distinguished
throughoui the BNF by the symbol €D (Con-
trolled Drugs}. The principal legal requirements
relating to medical prescriptions are histed below.

Prescriptions ordering Controlled Drugs sub-
ject to prescription requirements must be signed
and dated’ by the preseriber and specify the pre-

riber's address. The prescription must alwa
state in the prescriber’'s own handwriting® in ink
or otherwise so as to be indehbl
1. The name and address of the patient;

2 1n the case of a preparation, the form’ and
where appropriate  the  strength® o the
preparation;
3. The total quantity of the preparation, or the
number of dose units. in both words and figures,
4. The .

A prescription may order a Controlled Drug to
bhe dispensed by instalments: the amount of the
instalments and the intervals to be observed must
be specificd.® Proseriptions ordering ‘repeats’ on
the sume form are not permiticd

It 1y offence for g doctor 1o ssue an incom-
plete preseription and a pharmacist is not allowed
to dispense a Controlled Drug unless all the intor-
mation required law Iy given on the

(

| Pharmacy Stamp NATIOMAL HEALTH SERVICE FORM FPIXHP) |

(Reuned § 84
SURNAME j;rvff
Jane M

intials and one full forename

23 ,
o of days treatment | Pricing Otfice !
Ersure dose 1 ttated 1 iseonly

Ot or 8G
or Clic and lnstitution Code
InsututionCode
SW.HANTSDH.A
NEAAL HOSPIT
2

prescription. Fature to comply with the regu-
lations concerning the writing of prescrptions will
result 1 inconvenicnce o paticats and deday 0
supplying the necessary medicine

DEFENDENCE AND MisUSE. The provaivice
drug depeindence and misuse B
particularly amongst young people. contnu
gIVe Calise tor concern o tcaddiciy, suial Wi
and the police, as well as doctors.

The most serious drugs of addiction are diamor-
phine (hicroin). morphine. and the synthetic
opioids: illicit cocaine iy now abo problem.

Despite marked reduction i e prescriblng
of amphetamines there is coneern that abuse ot
illicitly produced amphetanine and related coim-
pounds 1> widespread.

T'he principal barbiturates arc now Controlicd
Drugs. but phenobarbitoie and phenoby rhitone
sodium or a prepatating contaiing cit W these
are exemipt from the handwnting reguiement
fimportant: the cxcinption docs not apply to tihe
dater o computer-genctated date need not be
deteted but the date must abo be added by the
prescriber). Morcover. fod the treatinent ol ept-
lepsy  pheneburbite 1 phenobarbitone
sodium are avatluble under the cmierge supply

gulations (p. 6]

Cannabis (1ndi wip) hds o
icinal use and cannot be proseribed by doctors
{exeept under Heence from the Home Seeretary
[ty usc is illegal but bus become widespread 1o
cortain sections ol soddety. Uannabis 15 4 mild
hallucinogen scldoin accompanicd by @ desire o
increase the doser withdrawai symptlonis - dre
uausual Lysergide (lyscrpe acid dicthylamide,
boA proscnplivns valud tor i weeks trom the date stated

thereon

L nicss the prosaribor s becn spedinically avempted

from this regquitement o widess the piosciption von

Lains 1o controbied diug other than phenobatbriope ot

phenobuarbitone sodium or a prepatatien conldainng

aither of these The exemption does sot apply to the
dates o vomputer-gencrated dute nead not be dedeted
but the date must aiso e added by the proseniber

The dosage Tonn G, tabicts) mst e mdaded ona

Controlled Drugs prescripiion mrespedtive ot whether

i1 unphe e the propoctany e (g Fonuate

Daspan®) o of whether only one form s avanlbabic

Wihen more than vne stic hoot Fopataliun CRIsEs

the strength requined iost spuediticd

The instiuction “one as dneciad consututes a dose bat

as dieeted” does ot

A speaial totm FRIOCHE jCad b i Scothand HBPEA)

ivoavanlable o doctess e NHS  doag teatimont

centios for presaabing cocarse e NTRUINTATIRR
diamorphine. diptpanonc . mathadonc, maiphine, ot

petindine by isstaliments o addicts 1

L'Ydl )\{.XLU[IHHC[\ Can l‘l\ w«,l\. HM RISRSHE (ST

GPIO InEagland and W t i pand FRIOCHEPY

are ot suttable tar s puipoese but oo FPIOMD A)

i : i i Cases g ospodtal Bivens
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LSD) is a much more potcat hallucinogen; its use
can lcad to severe psychotic states in which life
may be at risk.

PRESCRIBING DRUGS LIKELY TO CAUSE DEPEN-
DENCE OR MISUSE. The prescriber has three main
responsibilitics:

1. To avoid creating dependence by introducing

drugs to paticnts without sufficient reason. In this

context, the proper usc of the morphinc-like drugs
is wcll understood. The dangers of other con-
trolled drugs are less clear because recognition of
dependence is not casy and its cffects, and those
of withdrawal, arc less obvious. Perhaps the most

notable result of uninhibited prescribing is that a

very large number of patients in the country take

tablets which do them ncither much good nor
much harm, but are committed to them indcfi-
nitely because they cannot readily be stopped.

2. To scc that the patient does not gradually

increasc the dosc of a drug, given for good medical

reasons, to the point where dependence becomes
more likely. This tendency is seen especially with
hypnotics and anxiolytics (for CSM advice sec
scction 4.1). The prescriber should keep a close
eye on the amount prescribed to prevent paticnts
from accumulating stocks that would cnable them

10 arrange their own dosage or cven that of their

familics and fricnds. A minimal amount should

be prescribed in the first instance, or when sceing

a new paticnt for the first time.

3. To avoid being used as an unwitting source of

supply for addicts. Mcthods include visiting more

than one doctor, fabricating stories, and forging
prescriptions. A doctor should thercfore be wary
of presc g for strangers and may be able to
get information about suspected opioid addicts

from the Home Officc (for details scc p. 9).

Paticnts under tcmporary carc should be given
only small supplics of drugs unlcss they present
an uncquivocal letter from their own doctors.
Doctors should also remember that their own
patients may be doing a collecting round with
other doctors, cspecially in hospitals. 1tis sensible
to decrease dosages steadily or to issue weekly or
cven daily prescriptions for small amounts if it is
apparent that dependence is occurring.

The stealing and misusc of prescription forms
could be minimiscd by the following precautions:
(a) do not leave unattended if called away from the con-

sulting room or at reception desks; do not leave ina
car where they may be visible; when not in use, keep
in a locked drawer within the surgery and at home;

(b) draw a diagonal line across the blank part of the form
under the prescription;

(c) write the quantity in words and figures when pre-
scribing drugs prone to abuse; this is obligatory for
controlled drugs (see Prescriptions, above);

(d) alterations are best avoided but if any are made they
should be clear and unambiguous: add initials against
altered itcms;

(e) if prescriptions are left for collection they should be
left in a safe place in a scaled envelope.

TRAVELLING ABROAD. Prescribed drugs listed in
schedules 4 and § to the Misuse of Drugs Regu-
lations 1985 arc not subject to import or export
licensing but doctors are advised that paticnts
intending to carry Schedule 2 and 3 drugs abroad
may require an export licence. This is dependent

HCO002171-0004

upon the amount g to be cxported and
further details may be obtained from the Home
Office by telephoning 071-273 3806. Applications
for licences should be sent to the Home Office,
Drugs Branch, Qucen Anne's Gate, London
SWIH 9AT.

There is no standard application form but appli-
cations must be supported by a letter from a
doctor giving details of:

the paticnt’s name and current address;

the quantities of drugs to be casried;

the strength and form in which the drugs will be
dispensed:

the datcs of trasel to and from the United Kingdom.

Ten days should be allowed for processing the
application.

Individual doctors who wish to takc Controlled
Drugs abroad while accompanying patients, may
similarly be issued with licences. Licences are
not normally issued to doctors who wish to take
Controlled Drugs abroad solely in case a family
cmergency should arise.

These import/export licences for named indi-
viduals do not have any legal status outside the
UK and are only issued to comply with the Misuse
of Drugs Act and facilitatc passage through UK
Customs control. For clearance .in the country to
be visited it would be necessary to approach that
country's embassy or High Commission in the
UK.

The Misuse of Drugs Act, 1971

This Act was passed in 1971 to provide more
fiexible and more comprehensive control over the
misusc of drugs of all kinds than was possible
under the earlicr Dangerous Drugs Act. The Act

- as amended prohibits certain activities in relation

to “Controlled Drugs’, in particular their manu-
facture, supplys and possession. The penalties
applicable to '&fences involving the different
drugs are graded broadly according to the harm-
fulness attributable to a drug when it is misused
and for this purpose the drugs are dcfined in the
following three classes:
Class A includes: aifentanil, cocaine, dextromoramide.
diamorphine (heroin), dipipanone, lysergide (LSD).
methadone. morphine, opium, pethidinc, phencyeli-
dine. and class Bsubstances when prepared forinjection
Class B includes: oral amphetamines, barbiturates,
cannabis, canmabis resin, codeine, ethylmorphine,
glutethimide, pentazocine, phenmetrazine, and phol-
codine
Class C includes: certain drugs related to the amphet-
amines such as benzphetamine and chlorphentermine,
buprenorphine, diethylpropion. mazindol, meproba-
mate. pemoline. pipradrol, and most benzodiazepines
The Misuse of Drugs Regulations 1985 define
the classes of person who are authoriscd to supply
and possess controlicd drugs while acting in their
professional capacitics and lay down the con-
ditions under which these activitics may be carried
out. In the regulations drugs are divided into
five schedules each specifying the requirements
governing such activities as import, export, pro-
duction, supply, possession, prescribing, and
record keeping which apply to them.
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chedule Lincludes drugs such as cannabiy and by seiyude
which are not used medicinally. Possession and suppiy
are prohibited except i accordance with Home Ottice
authority
Schedule 2 includes drugs such as diamurphine theromy
morphine. pethidine, quinaibarbitone. glutethimide
amphetamine, and cocaine and are subject 1o the tull
controiivd drug requiremenis relaling 1o prosviiptions
safe custody, the need 1o keep registers, ete. {unless
exermpted in schedule 5)
Schedule 3 ncludes the barbiturates fexcept guinal
barbitone. now schedule 2). buprenurphine, dicthyi
prop mazndol, meprobamate. pentazociie. and
phentermine. They are subject to the special pro-
seription regaizements {except for phenobarbitoic. see
p- 7) but not w the safe custody requirements {exeept
tor buprenorplune and diethylpropion) nor to the need
o keep regnters (although there are requirements for
the retenion of invoices for 2 yearn)
Schedule 4 inctudes 34 benzodiazepines and pemoline
which are subject to minimal control Tn purticula
controlicd drug preseription requirements do not apply
and they are not subjeet to sufe custody

Schedule 5 mcludes those preparations which, becdtse
ot their sirength, are excmpt trom virtuadly all Con-
tofled Drug requirements other than setention ot
mvolces for two years

votification of Addicts

the Misuse of Drugs (Notilication of and Supply

y Addicts) Regulations 1973 require that any
ioctor who attends @ person who the doctor con-
wders or has reasonable grounds (0 suspest s
Addicted to any of the 14 notifiable diugs (see
clow) shall, within seven days of the attendance.
arnish in writing particulars of that person to

Chicf Medical Officer,
Home Ottice. Drugs Branch
Queen Anne's Gate. London SWiH

ihe drugs to which the Regulations apply are

Cocuine Methadone
Dextromoramde Morphine
Dramatphine Opuim
Dipipanone Oxyeadone
Hydrocodune Petbndine
Hydromorphone Phenazoane
I evorphanol Prerrainde

cores Dipipinone b oonly fegally avatlable as Dicoaal ™
tablets These hunve been nisch misused by oproid addicis
srecent vears: only medical practitonces with g speaial
ceitee iy now preseribe than tor addicts o teat
Ldiction. Doctars and others should suspicious of
aung people who sk Tor them, ospeaally @ wniponan
Sstdents

Particulars! to be notdicd to the Chiet Medical
Hticer are;

Name and addross

Sex

Date of brrth

Natonal Health Service nusnber gt kinowin)

Duate of attendance

Name ot digs of addiction

Whather patientingects any diug (v het
frabley

Notification must be contirmad annuatly niow it
e the putient s sull being teated Dy the
cactitioner. Notiticd information s icorporatesd

i Indox of Addicts which b omaintaimed 1w
the Home Otfice and wtormution fiom this i
avatlable on a contidenual basis to doctors
fact. it is good medical practice to check all new
cases of addiction or suspected addiction with the
ladex belore prosciibing or supplying contiolied
drugs ssee this s a salevuard against addicts
obtaining supplics sumultancously from two or
more doctors. Enquirics can be made cither i
writing to the Chic die reter

ably. by telephomin 3223 dos fo-

fled o itailoi Coin :
normully answered by @ returm

phone call. There ey stall wihio
are not quahihed o give gudance on the chinad
handling of cases; a recorded telephone serviee
availuble for vut-of-ottice hours

The preceding paragraph applics only to medi-
cal practitioners in England. Scotland. and Wides.
I Northern Treland notification should Do sent
1o:

Chietf Medical Otheer.

Departiment of Hedith and Secial seivives

Dundonald House

Boltast B4 3ST

Eaquinies sheuld abo bemade to il Dopaitinent

telephone D232 030HH axtension

Prescribing of diamorphine (heroin),
dipipanone, and cocaine for addicts
Thie Muisuse of Drugs (Notitication ot and Supply
o Addicts) Regulations 1973 ubo provede tha
only medicdl pructiiionets who hold o special
heence tsaed by the Home Seorctary may pre-
serbe diamorphine, dipipunone (Diconat™).
cocaine for addicts other practitioiners must reicr
any addict who reguires these drugs to a treutment
centre, Whenever possible the addictwill be mitro-
duced by a member of statt from the treatment
centre to a pharmacist whose agrecment fuis been
obtained and whose pharmacy iy conveniently
sited for the patient. Proscoptions tor sceckly
supplics will be sent to the pharmacy by post and
will be dispensed on o dandy basts as indicated by
the docior. Hany abteraions of the atranzemants
are requosted by the addict the porion of the
prosaription alfccted must be reprosaiibed wid
not merely alered. General practiioners and
other daciors may sall prescribe diaiornplione,
dipipanone, and cocdine Jor paitenis coitclading
adidicisy for relicf of pan doe o organie disease o
ey withtowd aospectad Qe

bFor proscnpton wniting gutdalioes s

Only the paritcubans ot which Gie do oo ins npoded
seed be aonbad cidaicly s RIS ERIN
nothicd b aater date Vi e decton SNSRI
attd prisen mrcdical obicoss s conte vty th
Flomie Oifice ustig Toenin 132 RS
i banndy Hoalth s
Hicalth Board 1t Sook

Al stocr < ladig coneral
tospital doecton [EH RN S ST T
conitos, sheald tse Bothcation B
ob tatied feomn thon Rogionad Hoadkde Aationiy D

sibee 1) e adiainis et
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Adverse Reactions to Drugs

Any drug may produce unwanted or unexpected
adverse reactions. Detection and recording of
these is of vital importance. Doctors are urged to
help by reporting adverse reactions (o2

CSM

Freepost

London SW8 SBR

(071-627 3291}

Yecllow prepaid Icttercards for reporting arc avail-
able from the above address or by dialting 100
and asking for ‘CSM Frecfone’; also, forms arc
bound in this book (inside back cover).

A 24-hour Frecfone scrvice is now available 1o all parts
of the United Kingdom, for doctors secking advice and
information on adverse reactions; it may be obtained by
dialling 100 and asking for ‘CSM Freefone’. Outside office
hours a telephonc-answering machine will take messages.

The following regional centres also collect data:

CSM Mecrsey CSM Northern

Freepost ~ Freepost 1085

Liverpool L3 3AB Newcastle upon Tyne

(051-236 4620 Extn 2126) NEI IBR

(091-232 1525 Direct Line)

CSM Walcs CSM West Midiands

Freepost Frecpost

Cardiff CF4 1ZZ Birmingham B15 1BR

(0222 744181 Direct Linc) [No telephone number]

Suspected adverse reactions to any therapeutic
agent should be reported, including drugs (those
taken for self medication as well as those
prescribed), blood products, vaccines, X-ray con-
trast media, dental or surgical matcrials, intra-
uterine devices, and contact Icns fluid

ADROIT

Adverse Drug Reactions On-linc Information
Tracking (ADROIT) has now been introduced to
facilitatc thc monitoring of adverse drug reac-
tions.

NewER DRUGS. These are indicated by the sign V.
Doctors are asked to report all suspected reactions
(i.. any adverse or any unexpected event, how-
ever minor, which could conceivably be attributed
to the drug). Reports should be made despite
uncertainty about a causal relationship, irres-
pective of whether the reaction is well recognized,
and even if other drugs have been given con-
currently.

EsTABLISHED DRUGS. Doctors are asked to report
all serious suspected reactions, including those
that are fatal, life-threatening, disabling, inca-
pacitating, or which result in or prolong hos-
pitalisation; they should be reported even if the
effect is well recognised.

Examples include anaphylaxis, blood disorders, endo-
crine disturbances, effects on fertility, haemorrhage
from any site, renal impairment, jaundice, ophthalmic
disorders. severe CNS effects, severe skin reactions, reac-
tions in pregnant women, and any drug interactions.
Reports of serious adverse reactions are required to enable
risk/benefit ratios to be compared with other drugs of a
similar class. For established drugs doctors are asked not
to report well-known, relatively minor side-elfects, such
as dry mouth with tricyclic antidepressants, constipation
with opioids, or nausea with digoxin.

Special problems
Delayed drug effects. Some reactions (e.g.

sl

cancers. chloroquine retinopathy, and retro-
peritoneal fibrosis) may become manifest months
or years after exposure. Any suspicion of such an
association should be reported.

The elderly. Doctors are asked to be particularly
alert to adversc reactions in the elderly.
Congenital abnormalities. When an infant is born
with a congenital abnormality or there is a mal-
formed aborted fetus doctors are asked to con-
sider whether this might be an adverse rcaction
to a drug and to rcport all drugs (including self-
medication) taken during pregnancy.

Vaccines. Doctors are asked to report all sus-
pected reactions to both new and established
vaccines. The balance between risks and benefits
needs to be kept under continuous review.

Prevention of adverse reactions

Adverse reactions may be prevented as follows:

1. Never use any drug unless there is a good indication.
If the patient is pregnant do not use a drug unless the
need for it is imperative.

2. Itis very important to recognise allergy and idiosyncrasy
as causes of adverse drug reactions. Ask if the patient
had previous reactions. :

3. Ask if the patient is alrcady taking other drugs including
self-medication; remember that interactions may occur.

4. Age and hepatic or renal discase may alter the metab-
olism or excretion of drugs, so that much smaller doses
may need to be prescribed. Pharmacogenetic factors
may also be responsible for variations in the rate of
metabolism, notably of isoniazid and the tricyclic anti-
depressants. '

5. Prescribe as few drugs as possible and give very clear
instructions to the elderly or any patient likely to mis-
understand complicated instructions.

6. When possible use a familiar drug. With a new drug be
particularly alert for adverse reactions or unexpected
events,

7. If serious adverse reactions are liable to occur warn the
patient.

Defective Medicines

During the manufacture or distribution of a medicine
an error or accident may occur whereby the finished
product does rot conform to its specification. While
such a defect may impair the therapeutic effect of the
product and could adversely affect the health of a
patient, it should not be confused with an Adverse
Drug Reaction where the product conforms to its
specification.
The Defect Medicines Report Centre operates a 24-
hour service to assist with the investigation of prob-
lems arising from licensed medicinal products thought
to be defective, and to co-ordinate any necessary
protective action. Reports on suspect defective med-
icinal products should include the brand or the non-
proprietary name, the name of the manufacturer or
supplier, the strength and dosage form of the product,
the product licence number, the batch number or
numbers of the product, the nature of the defect, and
an account of any action already taken in conse-
quence. The Centre can be contacted at:

The Defect Medicines Report Centre

Medicines Control Agency

Room 1801, Market Towers

1 Nine Elms Lane

London SW8 5NQ

071-273 0574 (weekdays 8.30 am—5.30 pm)

or 071-210 5368 or 5371 (any other time)




12 Guidance on Prescribing

HCO002171-0007

Prescribing in Terminal Care

In recent years there has been increascd interest in pro-
viding better treatment and support for paticnts with ter-
minal illness. The aim is to keep them as comfortable,
alert, and free of pain as possiblc. If paticnts are to end
their days in serenity it may also be necessary to dircct
attention to emotional, financial, social, or family
problems. The patient’s minister or the hospital chaplain
may give invaluable help.

DomiciLiary care. If they wish, whenever possible,
patients should end their days in their own homes.
Although families may at first be afraid of caring for
the patient at home, they will usually do so if cxtra
support from district nursing services and social ser-
vices is provided. Familics may be reassured if an
assurance is given that the patient will be admitted to
a hospital or hospice if they cannot cope.

HosriTAL oR 10spicE CARE. The most important lesson
to be drawn from the expericnce of hospices is that
both doctors and nurscs must give time to listen to
the paticnt. This gives great support and comfort
to a patient who may otherwise suffcr intolerable
loneliness. Often problems come to light that can
easily be dealt with—adjusting a blind in the late
afternoon, an irritating noise to be avoided, drinks
10 be placed in easier teach, someone to rcad the
newspaper, or the TV to be replaced by radio. The
staff should not exclude the family from contributing
to the patient’s care; if prevented they may be resent-
ful or subsequently suffer a feeling of guilt.

Dru6 TreATMENT. The number of drugs should be as
few as possible, for even the taking of medicine may
be an effort. Oral medication is usually satisfactory
unless there is severe nausca and vomiting, dysphagia.
weakness, or coma, in which case parenteral medi-
cation may be necessary.

—

PAIN .
D
Analgesics arc always more effective in pre-
venting the development of pain than in the relief
of established pain.

The non-opioid analgesics aspirin or par-
acetamol given rcgularly will often make the use
of opioids unnccessary. Aspirin (or other NSAIDs
if preferred) may also control the pain of bone
secondaries; naproxen, flurbiprofen, and indo-
methacin (sec section 10.1.1) are valuable and if
necessary can be given rectally. Corticosteroids or
radiotherapy are also often useful for pain due to
bone metastases.

Morphine is the most useful of the opioid anal-
gesics. In addition to relief of pain, it confers a
state of euphoria and mental detachment.

ORAL ROUTE. Morphinc is given by mouth as an
oral solution regularly every 4 hours, the initial
dose depending largcly on the patient’s previous
treatment. A dose of 5-10 mg is enough to replace
a weaker analgesic (such as paracetamol or co-
proxamot), but 10-20 mg or more is required to
replace a strong onc (comparable to morphinc
itself). 1f the first dosc of morphine is no morc
effective than the previous analgesic it should be
increased by 50%, the aim being to choose the
lowest dose which prevents pain. Although a dose

of 5-20 mg is usually adequate there should be no
hesitation in increasing it to 30—60 mg or occasion-
ally to 90-150 mg or higher if necessary. If pain
occurs between doscs the next dose due is
increased; in the interim an additional dose is
given.

Modified-release tablets of morphine (MST
Continus® tablets or SRM-Rhotard® tablets) are
an alternative to the oral solution; they have the
advantage that they necd only be taken every 12
hours. The starting dose of MST Continus® tab-
lets or SRM-Rhotard® tablets is usually 10-20 mg
every 12 hours if no other analgesic (or only
paracctamol) has previously been taken, but to
replace a weaker opioid analgesic (such as co-
proxamol) the starting dose is usually 20-30mg
every 12 hours. Increments should be made to
the dose, not to the frequency of administration,
which should remain at every 12 hours.

The effective dose of MST Continus® tablets
or SRM-Rhotard® tablets can altcrnatively be
found by giving the oral solution of morphine
every 4 hours in increasing doses until the pain
has been controlled, and then transferring the
patient to the same total 24-hour dose of morphine
given as the modified-release tablet (divided into
two portions for 12-hourly administration). The
first dose of the modified-release tablet is given 4
hours after the last dose of the oral solution'.

PARENTERAL ROUTE. If the patient becomes unable
to swallow, the equivalent intramuscular dose of
morphine is half the oral solution dose; in the case
of the modified-relcase tablets it is half the total
24-hour dose (which is then divided into 6 portions
to be given every 4 hours). Diamorphine is pre-
ferred for injection because being more soluble it
can be given in a smaller volume. The equivalent
intramuscular . (or subcutaneous) dose- of dia-
morphine is only about a quarter to a third of the
oral dose of morphine; subcutaneous infusion via
syringe driver can be uscful (for dctails, sce p.
14).

RecTAL rROUTE. Morphine is also available for
rectal administration as suppositories; alterna-
tively oxycodone suppositorics can be obtained on
special order.

GASTRO-INTESTINAL PAIN. The pain of bowel colic
may be reduced by loperamide 24 mg 4 times
daily. Hyoscine hydrobromide may also be help-
ful, given sublingually at a dose of 300 micrograms
3 times daily as Kwells® (Nicholas) tablets. For
the dose by subcutaneous infusion using a syringe
driver, see next page.

Gastric distension pain due to pressure on the
stomach may be helped by a preparation incor-
porating an antacid with an antiflatulent (see sec-
tion 1.1.1) and by dompetidone 10 mg 3 times
daily before meals. N

-
1. Studies have indicated that administration of the last
dose of the oral solution with the first dose of the modified-
release tablets is not necessary. -




MUSCLE spasm. The pain of muscle spasm can be
wlped by a muscle relaxant such as diazepam 5-
i0 my daily or baclofen S-10 mg 3 vmes daily

NERVE PAIN. Pain duc 1o nerve compression may
e reduced by a corticosteroid such as dea-
iethasone 8 mg daily, which reduces ocdema
sround the tumour, thus reducing compression

Dysacsthetic or stabbing pain resulting from
serve irritatton may be reduced by amitriptyhne

~75mg at night, or by catbamazepine 200 mg
stimes daily.

Nerve blocks may be considered when pain is
acalised to a specific arca.

AISCELLANEOUS CONDITIONS

RAISED INTRACRANIAL PREssURE. Headache due to
ruised intracranial pressure often responds o a
nigh dose of a corticosteroid, such as dex-
incthasone 16 mg daily for 4 1o 3 days, sub-
cquently reduced to $-6 mg daily if possible

INnTRACTABLE COUGH . Tntractable cough may b
Shieved by morst inhalations or may requure rep
lar administration of an oral morphime hydio-
Woride (or sulphate) solution in an il dose

s myg cvery 4 hours. Methadone Hinetus should
ne avoided as it has a fong duiaiton of actici and
wends to accumulate.

DyspNOEA. Dysproea may be reheved by regulat
sral morphine hydrochloride (or sulphate) solu-
von in carcfully titrated doscs, starting at 5 myg
svery 4 hours. Diazepam 510 mg daily may be
nelpful; a corticosteroid, such as dexametiiasone
V-8 mg danly, may also be helpful if there I8 bron-
hospasm ot partial obstruction

FIXCESSIVE RESPIRA TORY SECRETION, Excessioe res-
stratory secretion (death rattie) may be reduced by
ubcutancous injection of hyoscine hydrobromide
- 600 micrograms every 4 to 8 hours. For the
lose by subcutaneows infuston using da syinge
triver, next page.

RESTLESSNESS AND CONPUSION.  Restlesaness and

onfusion may requiie treatment with haloperidol
1 3 mg by mouth every 8 hours. Chlorpromazne
3 -Stamg by mouth every 8 hours iy an alterna
ave. but causes more sedation. Methotte-
wazing s also used occustonally fur resticssness
tor the dose by subcutuncous infusion using
sringe driver, see next page.

ticcur. Hiceup due o gastric distension vty be
nelped by a prepatation incorporating an antacid
aith an antiflatulent (sce scction LT 1 thas
Lails, metoclopranude 10 mg cvery 610 8 houis by
awuth or by intramuscular injection can be added;
tthis abso fails, chlorpromazine 1023 my cvery
» W 8 hours can be tried.

ANOREXIA. Anorextd be helped by predni
olone 15-30 mg daily or dexanicthasone 2 4 my,
farly.

Non-licenced indications or routes
Several  recommendations  in this  section
involve non-heensad indications of routes

CONSTIPATION . Consfipalion ts i vty common
cause of distiess and s almost fivariable alls
adiminisitation ot ain optord. 1t should be p
vented if possihle by the segular whinstraton
of Lunatives: a faccal sottener with a pertstalin
stimulant (e vod i or lactulose sohi-
tion with a sennu preparation s caald Be used see
secttons 1.o.2 and 163

FUNGATING GROW 1 Featgafing growds anay be
treated by deansing wiih a natuie of T patt ot
3¢ povidoneaodine shin cleanser solubon and 4
arts of hguid paratiing Oral adnunisuaion o
metronidazole (see secttoin 3 H T may cradicate
the anactobic bacteria responsible for the vdout
of fungating twmouis: topicad appheadion (see see-
tion 1310125 15 abvo usad

CAPHLARY B DInG Capellany Dicodans
reduced by applyving gauze soukad i adionahinge
solution {1 1 10T

Dy Mo e Dy oonatie piay bo assoviated with
candicdiasty, which cen be fieated by nystatin orai
suspension or pastiflesanphivtenony fozcugees
or micoiazole orad el aiter Toad altcratively
fluconazote can be given by nouth (e section

23 Dry mouth can also be aside chicet of mioi-
phine

PruKDE S, Prarizo . cvei whoi assoctaiced with
obstructive jutmidice. otten tosponds to sunple
measures such as cmolhents I the case ol
obstructive jaundice. further mcastres mclinde
adininistration of cholesty camine or an anabobic
sterond. such as stanozolol 5 10 daily - ant
histaiinines can be helpiul fsee seutin s 41

Convtistones, Paticnts with corehbiad winiours o1
racnind ey be suscopuible o censalyions
Prophiylactic ticatmont with phomylon or vl
bBamizepine (see scction 4.8.1) shoukd be con
sidered. When oial mcdicanon s no longe
possibic, dizepai as suppositerios §00 20 g
cvety 4o 8 houis, o phenobaibitene by nipection
SO200 myg twice datly iscontmucd s prophyhass
For the use ot midacolan Dy subsuba oo
fuston using a sy ringe diver see naad puge

Dhaspitaciy, A cottivosterond such as dosameth
asone & nig daly may helpe tcimporandy b thcie
s an vbstiuchon duc wo cooabo unda

Dy Mouth

NALSEA AND VOABING . Naioscd detd 0oniding atd
\C[}t COTiHo N ihl“\l”\ \\ll!l Jﬂ\AHkL\i gy
Ihe catine shoudd be diagnosed boetoic ticatment
with anti-Conetics (soo section 4.0) i statted

aoed and vonuing sy aboooour o g

t
inthal stapges of spv but can b
|

vented by giving ain ani-cnictic such as habo-
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peridol or prochlorperazine. An anti-cmctic is
usually only nccessary for the first 4 or 5 days
therefore fixed-combination opioid preparations
containing an anti-cmetic are not rccommended
since they lead to unnccessary anti-emetic therapy
(often with undcsirable drowsiness). For the
administration of anti-cmetics by subcutaneous
infusion using a syringe driver. sce below.

InsoMnIA. Paticnts with advanced cancer may not
sleep because of discomfort. cramps, night sweats,
joint stiffness, or fear. There should be appro-
priate trcatment of these problems before hyp-
notics are used. Benzodiazepines. such as
temazepam, may be uscful (sec section 4.1.1).

HYPERCALCAEMIA. See section 9.5.1.2.
-
SYRINGE DRIVERS
-
Although drugs can usually be administered by
mouth to control the symptoms of advanced
cancer, the parenteral route may sometimes be
nccessary. If the parenteral route is ncces:
repeated administration of intramuscular i
tions can be difficult in a cachectic patient.
has led to the use of a portable syringe driver to
give a continuous subcutaneous infusion, which
can provide good control of symptoms with little
discomfort or inconvenicnce to the patient.
Indications for the parenteral route arc:
the patient is unable to take medicines by mouth owing
10 nausea and vomiting, dvsphagia. severe weakness.
or coma;
there is malignant bowel obstruction in paticnts for
whom further surgery is inappropriate {avoiding the
need for an intravenous infusion or for inscrtion of a
nasogastric tube);
occasionally when the patient does not wish to take
regular medication by mouth.

NAUSEA AND voMITING. Haloperidol is given in a™

subcutaneous infusion dose of 2.5-10 mg/24
hours.

Methotrimeprazine causes sedation in about
50% of patients; it is given in a subcutaneous
infusion dose of 25-200 mg/24 hours.

Cyclizine is particularly liable to precipitate if
mixed with diamorphine or other drugs (see under
Mixing and Compatibility, below); it is given ina
subcutaneous infusion dose of 150 mg/24 hours.

Metoclopramide may cause skin reactions: it is
given in asubcutaneous infusion dose of 30-60 mg/
24 hours.

BOWEL COLIC OR EXCESSIVE RESPIRATORY SECRE-
Tions. Hyoscine hydrobromide effcctively reduces
respiratory secretions and is sedative (but
occasionally causes paradoxical agitation); it is
given in a subcutaneous infusion dose of 0.6-
2.4 mg/24 hours.

Hyoscine butylbromide is cffective in bowel
colic, is less sedative than hyoscine hydrobromide,
but is not always adequate for the control of
respiratory sccretions; itis givenina subcutaneous
infusion dose of 20-60 mg/24 hours (important:
this dose of hyoscine butylbromide must not be
confused with the much lower dose of hyoscine
hydrobromide, above).

HCO002171-0009

RESTLESSNESS AND CONFusion. Haloperidol has
litle sedative effect; it is given in a subcutaneous
infusion dose of 5-30 mg/24 hours.

Methotrimeprazine has a scdative effect; it is
given in a subcutaneous infusion dose of 50-
200 mg/24 hours.

Midazolam is a scdative and an antiepileptic,
and is therefore suitable for a very restless patient;
it is given in a subcutaneous infusion dose of 20—
40 mg/24 hours.

Convuisions. If a patient has previously been
receiving an anticpileptic or has a primary or
sccondary cerébral tumour or is at risk of con-
vulsion (c.g. owing to uracmia) anticpileptic
medication should not be stopped. Midazolam
is the benzodiazcpine antiepileptic of choice for
continuous subcutaneous infusion, and is given in
a dose of 20-40mg/24 hours.

PaiN conTROL. Diamorphine is the preferred
opioid since its high solubility permits a large dose
to be given in a small volume (see under Mixing
and Compatibility. below). The table on the next
page gives the approximate doses of morphine by
mouth (as oral solution ot standard tablets or as
modificd-release tablets) equivalent to diamor-
phine by injection (intramuscularly or by sub-
cutancous infusion).

MIxING AND coMPATIBILITY. The general principle
that injcctions should be given into separate sites
(and should igyer be mixed) does not apply to
the use of syringe drivers in terminal care. Pro-
vided that there is evidence of compatibility,
selected injections can be mixed in syringe drivers.
Not all types of medication can be used in a
subcutaneous infusion. In particular, chlorprom-
azine, prochlorperazine and diazepam are contra-
indicated as they cause skin reactions at the injec-
tion site; to a lesser extent cyclizine and methe-
trimeprazine may also somctimes causc local
irritation.

In theory injections dissolved in water for injec-
tions are more likely to be associated with pain
(possibly owing to their hypotonicity). The use of
physiologial saline (sodium chloride 0.9%) how-
ever increases the likelihood of precipitation when
more than one drug is used; moreover sub-
cutancous infusion rates are so slow (0.1-0.3 mL/
hour) that pain is not usually a problem when .
water is used as a diluent.

Diamorphine can be given by subcutaneous
infusion in a strength of up to 250 mg/mL; up to
a strength of 40 mg/mL either water for injections
or physiological saline (sodium chioride 0.9%) is
a suitable diluent—above that strength only water
for injections is used (to avoid precipitation).




bing in terminal care

- W

The following can be mixed with diamorphine: Subcutancous infusion solution shiou
Cyclizine! tored regularly both to cheek for precipitation
Dexamethasonc? (and discoloration) and to casare that the wfusion
Halopcridol" is going through at the correct rate
Hyoscine butylbromide PROBI EMS ENCOUNTERED WITH SYRINGE DRIVERS.
Hyoscine hydrobromide The following are problems that may be encoun-
Methotrimeprazine tered with syringe drivers and the action that
Metoclopramide? should be taken:
Midazolam i the subcutancous infusion runs too quickly cheek the
rate setting and the calculation:
if the subcutuncous infusion suns oo siowly ¢t the

. Cyclizine may precpitate at
‘mi. or in the presence of physiological saline or
as the concentration of diamorphine relative to cyclizine
increases; mixtures of diamorphine and cyclizine are
itate after 24 hours.
. Special carc is needed to avoid precipitation of dex-
amethasone when preparing. §ucl|111g at the siic of wjection v not i iself an
indication for change. but pain or obvious inflam-
mation is

start button, the hattery. the syrinee driver. the
cannula, and make sure that the injection site s not
infamed:

if there bs an dngecnion site reaction make s
the site does not need 1o be changed: ficmi

. Mixtures of haloperidol and diamorphine are liable to
precipitate after 24 hours if haloperidol concentration
is above 2 mg/mL..

. Under some conditions metoclopramide may bec
discoloured: such solutions should be discarded.

Equivalent doses of morphine sulphate by mouth (as oral solution or standard tabiets or as
modified-release tablets) or of diamorphine hydrochlioride by intramuscular injection or by sub-
cutaneous infusion

ORAL MORPHINE PARENTERAL DIAMORPHINE

e ———

Morphine Morphine Dicmoiphiin
sulphate suiphate hydrochivride by
oral solution or modified-release intramuscular subcutaneous
standard tablets tablets injection infusion
(every 4 hours) {every 12 hours) {every 4 hours) {every 24 hours)
e _ o
5mg 20mg 25mg 15mg
10mg 30mg 5mg 20mg
These 15mg 50 mg 5mg 30mg
equivalences 20mg 60 mg 7.5mg 45mg
are approx. 30 mg 90 mg 10 mg 60 mg
only and 40 mg 120mg 15mg 90 mg
may need to 60 mg 180mg 20 mg 120mg
be adjusted 80 mg 240 mg 30 mg 180 mg
according to 100 mg 300mg 40 mg 240 mg
respanse 130 mg 400 mg 50 mg 300 mg
160 mg 500 mg 60 my © 360 mg
200 mg 600 mg 70 mg 4060 my
It breakthrough pain occurs give a subcutaneou (preferable) or intramuscular injection of diamorphine equivaient
to one-sixth of the total 24-hour subcutaneous infusion dose. it is kinder 1o give an intermittent bolus injection
subcutaneously—absorption is smoother so that the risk of adverse effects at peak absorption is avoided (an even
better method is to use a subcutaneous butterfly needie}.
To minimise the risk of infection no individual subcutaneous infusion solution should be used for ionger than 24
hours.
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Prescribing for the Elderly

Old people, especially the very old. require
special care and consideration from prescribers.

PoLyeiARMACY. Elderly patients are apt to
receive multiple drugs for their multiple discascs.
This greatly increascs the risk of drug interactions
as well as other adverse reactions. Moreover,
symptoms such as headache, sleeplessness, and
lighthcadedness which may be associated with
social stress, as in widowhood, loncliness, and
family dispersal can lead to further prescribing.
especially of psychotropics. The usc of drugs in
such cases can at best be a poor substitute for
effective social mecasures and at worst pose a
scrious threat from adverse reactions.

MANIFESTATIONS OF AGEING. In very old subjects,
manifestations of normal ageing may be mistaken
for disease and lead to inappropriate prescribing.
For example, drugs such as prochlorperazine are
commonly misprescribed for giddiness due to age-
related loss of postural stability. Not only is such
treatment ineffective but the patient may experi-
ence serious side-effects such as drug-induced pat-
kinsonism, postural hypotension, and mental
confusion.

SELF-MEDICATION. Seclf-medication with over-the-
counter products or with drugs prescribed for a
previous illness (or even for another person) may
be an added complication. Discussion with rcla-
tives and a home visit may be nceded to establish
exactly what is being taken,

SuscepmBiLITY. The ageing nervous system shows
increased susceptibility to many commonly used
drugs, such as opioid analgesics, benzodiazepines,
and antiparkinsonian drugs, all of which must be
used with caution.

PHARMACOKINETICS

While drug distribution and metabolism may be
significantly altered, the most important effect of
age is reduction in renal clearance, frequently
aggravated by the effects of prostatism, necph-
rosclerosis, or chromic urinary tract infection.
Many aged patients thus "possess only limited
reserves of renal function, excrete drugs slowly,
and are highly susceptible to nephrotoxic drugs.
Acute illness may lead to rapid reduction in renal
clearance, especially if accompanied by dehy-
dration. Hence, a patient stabilised on a drug with
a narrow margin between the therapeutic and the
toxic dose (e.g. digoxin) may rapidly dcvelop
adverse effects in the aftermath of a myocardial
infarction or a respiratory tract infection.

The net result of pharmacokinetic changes is
that tissue concentrations . are comimonly
increased by over 50%, and aged and debilitated_
patients may show even larger changes. )

ADVERSE REACTIONS

Adverse reactions often present in the elderly in
a vague and non-specific fashion. Mental con-
fusion is often the presenting symptom (caused
by almost any of the commonly used drugs). Other
common manifestations are constipation (with
antimuscarinics and many tranquillisers) and pos-
tural hypotension and falls (with diuretics and
many psychotropics).

Hvenotics. Many hypnotics with long half-lives
have serious hangover effects of drowsiness,
unsteady gait, and even slurred speech and con-
fusion. Those with short half-lives should be used
but they too can present problems (see section
4.1.1). Short courses of hypnotics are occasionally
useful for helping a patient through an acute ill-
ness or some other crisis but every effort must be
made to avoid dependence.

Diuretics. Diuretics are overprescribed in old
age and should not be used on a long-term basis
to treat simple gravitational oedema which will
usually respond to increased movement, raising
the legs, and support stockings. A few days of
diuretic treatment may speed the clearing of the
oedema but it should rarely need continued drug
therapy.

NSAIDs. Bleeding associated with aspirin and
other NSAIDs is more common in the elderly,
and the outcome tends to be more serious.
NSAID:s are also a special hazard in patients with
cardiac disease or renal impairment which may

again place the elderly at particular risk.

OTHER DRUGS. Other drugs which commonly
cause adversé-Meactions are antiparkinsonian
drugs, antihypertensives, psychotropics, and
digoxin; the usual maintenance dose of digoxin in
very old patients is 125 micrograms daily
(62.5 micrograms is often inadequate, and toxicity
is common in those given 250 micrograms).

Drug-induced blood disorders are much more
common in the elderly. Therefore drugs with a-
tendency to cause bone marrow depression (e.g.
co-trimoxazole, mianserin) should be avoided
unless there is no acceptable alternative.

The elderly generally require a lower main-
tenance dose of warfarin than younger adults;
once again, the outcome of bleeding tends to be
more serious.

GUIDELINES

First one must always pose the question of
whether a drug is indicated at all. :

-~ LIMIT RANGE. [t-is a sensible policy to prescri

from a limited range of drugs and to be thoroughl
familiar with their effects.in the elderly.




Repuce pose. Dosage should generally be sub-
stantially lower than for younger patients and it
is common to start with about 50% of the adult
dose. Some drugs (¢.g. chlorpropamide) should
be avoided altogether.

REVIEW REGULARLY. Review repeat prescriptions
regularly. It may be possible to stop the drug (¢
digoxin can often be withdrawn) or it may be
necessary to reduce the dose to match diniinishing
renal function.

Simpuiry. Simpiify regimens. Elderly patients can-
not normally cope with more than theee difterent
drugs and. idcally, these should not be given more
than twice daily. In particular, regimens which call
for a confusing array of dosage intervals should be
avoided.

Prescribing for the Elderl

Exeraln creariy, Write full imsteuctions on every
prescription (including repeat proscriptions) so
that containers can be properly Tabelicd with full
directions. Avoid imprecisions fike “as directed’
Child-resistunt containers may be unsuitabic

REPEALS AND DISPOSALL Tistruct paticnts what to
4 when drugs run out. and also how o dispose
of any that arc no longer iceessary

i these guldehies are foblowed miost 5
people will cope adequately with thicir own
medivines. Honot then it is essentiad o ciiol the
help of a third party. usualiy a relatise but sonic-
times o hume help, neighbour. or a shcitcred
housing warden

OYAL PHARMACEUTICAL SOCIETY LiBR
1, LAMBETH HIGH STREET, LONDO i
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